Bleeding from the lower gastrointestinal tract is a common clinical problem in both general and hospital practice. Patients are alarmed when they pass blood, but most have minor anorectal disorders thait can be investigated and treated on an outpatient or day case basis. A smaller proportion have colorectal neoplasia, inflammatory bowel disease, or profuse life threatening haemorrhage. Lower gastrointestinal haemorrhage affects people of all ages, though the aetiology varies in different age groups.
Common clinical patterns of bleeding
The character of blood lost is dependent on the rate of haemorrhage and the site of the source. Patients with brisk haemorrhage and those with distal colorectal lesions tend to pass bright red blood. Ifthe bleeding is slow or the source is in the proximal colon the blood is altered, being darker red in colour, and mixed with faeces.
Haemorrhoids -Patients with bleeding haemorrhoids pass bright red streaks of blood, which they initially notice on the faeces, on toilet tissue, or in the toilet bowl. Occasionally bleeding can be vigorous and actually drip from the anal canal. Such bleeding is usually associated with large or prolapsed haemorrhoids and can occur spontaneously.
Inflammatory bowel disease Patients with inflammatory bowel disease tend to lose small amounts of blood mixed with mucus and faeces and they Identifying the source The most useful investigations for profuse or continuing bleeding not identified by an endoscopic technique are scanning with technetium-99m labelled red blood cells, sulphur colloid isotope scanning, and selective mesenteric arteriography. Isotope scanning is the most sensitive and will show extravasation into the gut with bleeding of the order of 005-0 1 mlmin. The precise anatomical localisation ofthe lesion, however, may be difficult to determine, and repeated images taken over several hours may be needed to follow the path ofextravasated red cells through the bowel to localise the source. Selective arteriography of the inferior and superior mesenteric arteries and coeliac axis will identify the anatomical site of bleeding more accurately, but the technique is invasive and successful only if the bleeding is brisker, in the order of 1 m/min.
An occasional vascular abnormality may be shown in the absence of profuse bleeding. Some vascular abnormalities can be treated by embolisation at the time of arteriography or a local infusion of vasopressin Isotope labelled red blood cell scan of the may be administered, though these treatments are not widely practised at colon of a patient with caecal angiodysplasia. Ischaemic colitis is characterised by a fairly sudden onset of left sided abdominal pain associated with bloody diarrhoea and left sided abdominal tenderness. Most cases occur spontaneously but it is also seen in a small number of patients after aortic surgery. Some patients have evidence of occlusive atheromatous disease or embolism affecting the inferior mesenteric artery. Patients with less severe arteriosclerotic disease may develop ischaemic colitis after a period of hypotension or cardiac failure. Most patients are elderly and many have coexistent cardiorespiratory problems. A large number ofpatients with ischaemic colitis do not have any evidence of significant mesenteric vascular disease and their disorder is of uncertain aetiology.
Ischaemic colitis predominantly affects the mucosa, which undergoes necrosis and ulceration, and only rarely does it progress to complete ischaemia and gangrene of the colon. Most patients' condition resolves spontaneously but about a half proceed to develop a fibrous stricture. The splenic flexure, descending colon, and sigmoid colon are the most commonly involved sites.
Diagnosis
A high index of suspicion is required to reach the diagnosis. Sigmoidoscopy reveals a normal rectal mucosa, with blood stained liquid faeces coming from the more proximal colon. Careful colonoscopy with minimal insufflation will reach the involved segment, which appears ulcerated and haemorrhagic. Biopsy specimens usually show non-specific inflammatory changes. A barium enema examination performed during the acute phase will show characteristic "thumb printing," reflecting mucosal oedema and ulceration.
Management
Patients are managed conservatively with supportive treatment and active observation. Most settle and should be followed up with further barium studies to identify those who develop strictures. Surgery is indicated in patients who develop signs of peritonitis. Those with gangrene usually present with signs of an intra-abdominal catastrophe and the diagnosis is usually made at laparotomy. These patients have a high mortality (>50%). The involved bowel is resected and the ends either exteriorised or anastomosed, depending on the circumstances.
Irradiation proctitis is an occasional cause of bleeding in patients who have received abdominal or pelvic radiotherapy, usually for cancers of the bladder or ofthe female genital tract. An obliterative arteritis develops in the irradiated large bowel. This causes mucosal ischaemia, ulceration, and bleeding. Patients have symptoms similar to those of inflammatory bowel disease, which may appear and progress several years after the radiotherapy. Chronic blood loss may lead to anaemia necessitating transfusion. In severe cases a rectovaginal fistula may develop. Topical steroid enemas may be prescribed, but irradiation proctitis is usually resistant to medical treatment. Diversionary stomas may ease the blood loss temporarily but the condition usually progresses. For severe symptoms and persistent blood loss resection of the diseased rectum is indicated with either a coloanal anastomosis or a permanent colostomy depending on the extent of disease. 
